
David A Carbonaro, D.D.S.
6800 Pittsford-Palmyra Rd.

Building 400, Suite 405
Fairport, New York 14450

(585) 223-6040   Fax (585) 223-3266
Diplomate of The American Board of Periodontology

Registration
Patient Information:
Title:	 qDr.	 qMr.	 qMrs.	 qMs.   Name_____________________________________________________________
Marital Status:	 qMinor	 qSingle	 qMarried	 qDivorced	 qWidowed	 qSeparated
Home Address________________________________ City________________________State_ ________ Zip___________
Home Phone_____________________________________ Cell Phone_________________________________________ 	
Date of Birth_____________________________________ Soc. Sec.#__________________________________________
Email Address_____________________________________________ qI would like to receive correspondance via email
Patient’s Employer___________________________________________ Work Phone_____________________________
Employer Address_____________________________ City________________________State_ _________Zip___________
Occupation_ _______________________________________________________________________________________
Referred By________________________________________________________________________________________
Person to Contact in Case of Emergency___________________________ Phone_________________________________

Patient Responsibility:
Who is responsible for your accounts?	 qSelf	 qSpouse	 qParent	 qOther______________________________
If not yourself:
Responsible party’s name______________________________________ Date of Birth____________________________
Employer___________________________________________________ Work Phone_____________________________
Soc. Sec.#__________________________________________________ Home Phone____________________________
Billing Address_______________________________ City_ ______________________State_ ________ Zip___________

Dental Benefits Information:  Do you have dental benefits?	 qYes	 qNo
*Please bring your dental card to your first appointment

Name of Insured__________________________________________ Relationship to Patient________________________
Subscriber’s Employer_______________________________________________________________________________
Insured Soc. Sec.# or ID#___________________________________ Insured Birthdate____________________________
Insurance Company_ ___________________________ Group #__________________ Union or Local #______________

Do you have any additional dental insurance?	 qYes	 qNo	 If yes, complete the following:

Name of Insured__________________________________________ Relationship to Patient________________________
Subscriber’s Employer_______________________________________________________________________________
Insured Soc. Sec.# or ID#___________________________________ Insured Birthdate____________________________
Insurance Company_ ___________________________ Group #__________________ Union or Local #______________
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